M OST of the reported pathologic data on the relation of degree of atherosclerosis to various factors have been derived exclusively from necropsy protocols.1-'
Information available from such study indicates that the degree of coronary atherosclerosis progresses steadily with age; that men suffering from disease of the coronary arteries far outnumber women; and that among other factors hypertension, diabetes and thestate of nutrition influence the formation of atheromatous lesions. There has been a tendency to emphasize the part played by age to the exclusion of other factors. Any one report on the relationship of age to the degree of coronary atherosclerosis often includes the observations of many individuials who wrote the protocols used in the particular analysis. A more reliable analysis would obviously be one in which the same observer studied all of the hearts reported on. This would yield a more standard evaluation of the degree of disease. White personally examined the entire coronary tree in each of 600 consecutive hearts.4 He found that the degree of coronary atherosclerosis reached a peak in the sixth decade of life. In later decades there was less severe atherosclerosis. His study was confined to male subjects and was reported by White 
METHODS AND MATERIALS
Hearts from women in the age group 30 through 89 years were chosen for this study. One hundred consecutive hearts in each of the six decades were examined. The material parallels the study of White and associates from the _Mayo Clinic on hearts of men. The specimens used in the current study had been saved at the time of necropsy as a routine pmocedure. Hearts from patients dying from disease of the coronary arteries or from any other disease were not excluded.
Both left and right coronary arteries were studied in each heart by one of us (Ackerman) . The left coronary artery consists of its main trunk and its anterior descending and circumflex branches. The right coronary artery consists of its main trunk and its marginal and posterior descending branches. Each of these six divisions was arbitrarily subdivi(led into proximal, middle and distal portions, except for the main left coronary artery which is usually less than 2.5 cm. in length andwas considered too short for subdivision ( fig. 1 ). The sixteen subdivisions of the coronary arteries so obtained were evaluated individually for the maximal degree of atherosclerosis present.
To establish the degree of atherosclerosis, cross sections of the arteries w-ere made with a sharp knife at 3 mm. intervals. Actual grading was on a basis of 1 to 4, with 1 representing minimal sclerosis and 4 complete atherosclerotic closure of the lumen.
The photomicrographs presented ( fig. 2 ) are representative of the various grades of sclerosis and are reproduced through the courtesy of White and associates. It is important to stress that the maximal rather than the average degree of atherosclerosis was recorded for each of the sixteen subdivisions.
to designate less than 25 per cent reduction in the diameter of the lumen, grade 2 represents 25 per cent closure of the luminal diameter, grade 3 represents 50 per cent closure and grade 4 represents 100 per cent closure of the lumen. When the vessel was occluded by a clot, only the underlying sclerosis was used as the basis for grading; the clot was not considered.
The cardiac weight, the principal and contributing causes of death and any sign or symptom leading to a clinical suspicion of coronary disease were recorded from data in necropsy protocols and abstracts of the terior descending) in every decade. The one exception was a higher grade of sclerosis in the middle part of the main right coronary artery than was present in the proximal part in the seventh decade. The grade of sclerosis was least in the distal part of all five divisions in every decade. Since the trunk of the left coronary is less than 2.5 cm. in length, it was not divided into parts as were the other five divisions. fourth decade through the eighth decade in all divisions of the coronary arterial tree. In the ninth decade there was a tendency to level off. In three divisions in the ninth decade the grade of sclerosis was equal to or less than that in the eighth decade. In three other divisions there was a rise from the eighth to the ninth decade which, however, was less marked than between earlier decades. FI(. 3.-The average of the maximal degrees of atherosclerosis for each of the six major divisions of the coronary arteries by decades. The value for the greatest degree of coronary sclerosis present in either the proximal, middle, or distal part of a major division was taken as the grade of sclerosis for that division. The one hundred values thus obtained in each decade were then added and the sum divided by 100 (the number of hearts in each decade) to obtain the average grade of sclerosis for a major division.
circumflex, left main, posterior descending and marginal ( fig. 3) degree of atherosclerosis that occurs in men and women? Unfortunately, there is no ready explanation in the data presented herein. Some factor seems to have more influence than age. Figure 6 impresses one with the marked increase in atherosclerosis which occurs in the men from the fifth to the sixth decade. In women a comparable rise occurs between the seventh and the eighth decade. Some attempt should be made to determine if early menopause increases the prevalence of atherosclerosis in women.
Few studies have indicated the manner in X-hich atherosclerosis affects the smaller 3.01 13 2. The average degree of sclerosis, based on the maximal amount of sclerosis present in each heart, rose steadily from the fourth decade to the eighth decade and then tended to level off so that in the ninth decade there was approximately the same degree of coronary atherosclerosis as was present in the eighth decade.
3. The number of hearts with a severe degree of atherosclerosis rose steadily from 5 per cent in the fourth decade to 60 per cent in the eighth decade. Sixty per cent of the hearts in the ninth decade also had a severe degree of atherosclerosis.
4. Atherosclerosis was greatest in the anterior descending branch of the left coronary artery and next greatest in the main right coronary. The left (circumflex, left main, posterior descending and marginal arteries followed in the order named.
3. Hearts exhibiting hypertrophy had a constantly greater degree of atherosclerosis than did nonhypertrophied hearts. This difference ranged from 15 to 43 per cent in general, and is striking because it appeared in all decades.
6. Coronary atherosclerosis was consistently less severe in the undernournished, but no differences were found in the average degrees of sclerosis for individuals of normal weight as compared to those who were overweight. 7. 1)iabetics had 12 to 45 per cent greater degrees of coronary atherosclerosis in the fifth to the eighth decades than did nondiabetics. In the ninth decade diabetics had 4.9 per cent less atherosclerosis than did nondiabetics. The total number of diabetics was only 25; it is felt that, in general, diabetics have a greater degree of atherosclerosis than do nondiabetics. The (liscrepancy in the ninth decade was not accounted for. 8 . The pattern of development of atherosclerosis in the right coronary artery was similar to that in the left. There was, however, a greater average degree of atherosclerosis in the left coronary than in the right. In addition the left coronary artery showed a constantly greater degree of involvement by severe degrees of atherosclerosis than did the right coronary.
